STATUTES AT LARGE

b. Facilities
Laboratory facilities must be provided in keeping with services
rendered by the hospital.
2. MEDICAL RECORDS AND REPORTS
a. Organization
The responsibility for supervision, filing and indexing of medical
records shall be delegated to a trained medical records librarian or to
a responsible employee of the hospital.
In hospitals of 25 beds or more, medical records shall be properly
indexed and filed for ready access to members of the staff.
Records of patients are the property of the hospital and must not be
taken from the hospital. property without proper authorization of the
administrative officer.
b. Procedures
(1) Content of Records
Adequate and complete medical records shall be written for all
patients admitted to the hospital or newborn delivered in the hospital
or home. All notes shall be legibly written or typed and signed. A
minimum medical record shall include the following information:
Name and address of person or agency responsible for patient
Identification data (name, address, age, sex, marital status)
Date of admission
Date of discharge
Complaint
Referring and attending physicians' names
History of present illness
Physical examination
Special examination, if any, such as:
consultations, clinical, laboratory, X-ray and other examinations
Provisional diagnosis or working diagnosis
Medical treatment
Complete surgical record, if any, including technique of operation
and findings, statement of tissue and organs removed and post
operation diagnosis
Report of anesthesia
Nurses' notes
Progress notes
Gross pathological findings; microscopic pathological findings
when indicated and possible.
Temperature chart including pulse and respiration
Final diagnosis
Condition on discharge
In case of death - autopsy findings,0if any.
It shall be the responsibility of each attending physician to com-
plete and sign the medical record of each patient as soon as
practicable after discharge
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